The reference to a single 1975 article about Jehovah's Witness membership being a predisposing factor for schizophrenia in fact represents what Dr Patel and Dr Cabrera are critical of-forming a conclusion from cross-sectional data. It should be noted that the study referred to is more than 25 years old; given our current understanding of the considerable influence that genetic and other biological factors have on the etiology of schizophrenia, it is unlikely that religious factors contribute much to causing the illness. High expressivity may be more related to relapses. Recent studies do indicate, however, that religious activity may be associated with reduced symptoms in patients with chronic mental illness (1).
Re: Canadian Psychiatric Inpatient Religious Commitment: An Association With Mental Health
Dear Editor: Dr Baetz and others (1) must be endowed with unusual perspicacity if they think it possible to demonstrate that religion has a beneficial effect on mental health-especially after the events of September 11, 2001, in the US, and in the light of ongoing carnage now taking place in the name of God in the Middle East, Northern Ireland, the Balkans, India, and elsewhere. Add to this events such as the many cases of clergy molesting children sexually, and it is not surprising that an increasing number of people are beginning to view religion as the most destructive of human inventions.
One intriguing finding of this article was that patients who attended church and other religious activities had shorter hospital stays than did those whose religion was just in their heads. Not surprising! Early in the history of Christianity, human-to-human contact was discovered to have a beneficial effect, hence the word "fellowship." If truth be told, the human-to-human contact is the important one, not the human-to-God contact.
The main problem I had with this paper was its use of psychiatric inpatients to prove the point. Unless the authors subscribe to the view that biological factors alone cause mental illness, they might have considered that the psychological and social factors of religious indoctrination may have contributed to the patients' psychiatric hospitalization. They did report, after all, that "The intensity of religious beliefs was more pronounced among the more severely ill subjects." How can that observation help their case?
The only way to demonstrate the role of religion in mental health is to compare a group of devout believers with a group of committed atheists or humanists, provided those in the latter group have either never been indoctrinated with religion or have completed the often-painful metamorphosis from believer to thinking human being. This kind of study has yet to be done anywhere, as far as I know.
I did notice a high degree of selectivity in the list of references. Notably absent is the work of Batson and Ventis (2) . In 1982, after examining all the correlational studies and the few behavioural studies to date, these authors came to the following conclusions:
Being more religious is not associated with greater mental health or happiness or with greater social compassion and concern. Quite the contrary, there is strong evidence that being more religious is associated with poorer mental health (Chapter 7), with greater intolerance of people who are different from ourselves (Chapter 8), and with no greater concern for those in need (Chapter 8). The evidence suggests that religion is a negative force in human life, one we would be better off without (Page 306)
We should all remember that an ability to juggle statistical data is no substitute for critical thinking.
Wendell W Watters, MD Hamilton, Ontario
Reply: Canadian Psychiatric Inpatient Religious Commitment: An Association With Mental Health
Dear Editor:
Dr Watters raises some interesting issues, on which we are happy to expand. He also provides data on which we are unable to comment, because they involve economics, politics, history, and the law.
The question of social support as a possible confound was certainly considered in this study and controlled for in the analysis. As to undue reliance on studies of inpatients, we agree that this has often produced a distorted view, and we acknowledge this in our paper. We have collected population and outpatient data that we are now analyzing, and preliminary results support our conclusions. One of the article's main findings-the correlation between worship attendance and religious coping and length of stay-could by definition only be studied in inpatients. It would be peculiar if, as Dr Watters asserts, religious involvement played a part in hospitalization and was also associated with reduced length of stay.
Dr Watters mistakenly attributes to us a finding that is actually a quote from a study by Neeleman and Lewis: "The intensity of religious beliefs was more pronounced among the more severely ill subjects" (1) . We note that in general our population had a high incidence of comorbidity and psychiatric hospitalizations, but in this study we did not compare the intensity of belief with the severity of illness.
The most interesting proposed "head-tohead" study is actually between 2 religious positions. Sellars, the author of the Humanist Manifesto I (1933), states elsewhere that humanism is really a nontheistic religion (2), perhaps making it an ideal choice for one of these positions. Such a study would not necessarily be definitive: it would just add to other studies like it.
The reference to Batson and others (3) is 20 years old. Since then, there has been a large increase in research on spirituality and mental health, with increasingly stringent methodology and controls for potential confounding variables. Batson and others (3, 4) , however, do note that religiousness has different components and that there are different ways to measure these aspects and mental health and types of mental illness. They actually conclude that findings depend on the way one measures religiousness and mental health and the confounders, such as social desirability. They did find that certain types of religiousness are associated with undesirable qualities. This is no surprise: like psychotherapy, medication, and hospitalization, religion can be distorted and misused. They also found that some types of religiousness are associated with positive qualities-but in convoluted thinking, any positive quality may be seen as a defence. Interestingly, they concluded that the more positive type of religiousness is associated with more frequent worship attendance.
We wish to clarify the obvious: the method did not set out to prove or demonstrate anything. The null hypothesis is that religion has no correlation with the dependent variables. We found this not to be the case. Dr Watters refers to this as "juggling statistical data." We find numbers and statistical analysis refreshing because they are logical and reproducible, unlike opinions.
Oxcarbazepine Treatment of Posttraumatic Stress Disorder
Posttraumatic stress disorder (PTSD) can be a difficult illness, because current treatment options are only partly effective (1) . The disorder has been treated with anticonvulsants, based on the evidence that possible neuronal changes in the limbic system occur after exposure to trauma and cause a lowered arousal threshold that leads to reexperiencing symptoms (2) . The literature since the 1980s has reported that carbamezapine reduces PTSD reexperiencing symptoms (3) (4) (5) . I report a case in which a patient with PTSD was tried on numerous medications, including carbamezapine, and successfully treated with oxcarbazepine, which is chemically related to carbamezapine (6).
Mr A, aged 46 years, had a history of chronic PTSD and was treated over the years with several medications, including carbamezapine, valproate, fluoxetine, sertraline, nefazodone, trazodone, paroxetine, clonazepam, and buspirone. He thought that carbamezapine had helped him, but he felt "drugged" and admitted to a lack of compliance caused by frequent blood draws to monitor his carbamezapine serum levels. On initial evaluation, Mr A was taking sertraline 150 mg daily and clonazepam 0.5 mg twice daily. Shortly after passing a significant anniversary date, he experienced frequent nightmares, intrusive thoughts, and flashbacks. His score on the Hamilton Anxiety Rating Scale (HARS) (7) was 23, and his score on the Clinical Global Impression Severity (CGI-S) (8) was 7. His condition left him dysphoric and fatigued, which contributed to occupational impairment. Mr A agreed to a trial of oxcarbazepine, begun at 150 mg twice daily. Initial laboratory tests included a complete blood count, hepatic enzymes, and serum electrolytes, all within normal limits. After 1 week, the oxcarbazepine was raised to 300 mg twice daily, and a serum sodium check was within normal limits. After 2 weeks at 300 mg twice daily, Mr A's dosage was increased to 450 mg twice daily. At this dosage, he began to experience less frequent and less severe nightmares. His HARS score decreased to 13, and his CGI Global Improvement score was 1. Mr A feels that he has significantly improved in all aspects of functioning since starting oxcarbazepine, especially at work. At 4 months, he maintains his high level of improvement, and his nightmares are infrequent.
